PANEL DISCUSSION
7I that a critical opportunity may have been lost. However, even in all of its highly partisan battles, there emerged a general acceptance that the nation had to do better, that we as a nation really do have to think about some minimum set of benefits for all of our citizens. I had deep fear that we had lost that opportunity when health care reform failed.
The passage of the Kennedy-Kassenbaum Bill was a step in the right direction.
The possible bipartisan support of expanded health insurance coverage for children is another incremental step. These steps come slowly, but there is, at least, movement.
There are other encouraging experiments in the country. In Dade County, Florida, the public passed a referendum to add half a cent to the sales tax to support indigent care. That action belies the perception that the public is not willing to make a commitment to the general health. There is a need, however, for appropriate leadership, assurance of quality, and communication.
Caring for health is about more than just the health care delivery system. If this nation is to ensure the health of the public over the future, we need to also make a renewed commitment to the core functions of public health. Epidemiology and surveillance, outbreak investigation and disease control, health education, outreach and prevention, environmental health protection, ensuring the safety of the food and water supply, all these concerns must be viewed with a new sense of urgency. All of these are critical activities, vital to health, but in the vast majority of cases occur far outside of the realm of the clinical setting or the hospital and far outside of the realm, in many instances, of those trained in health care delivery.
While we have seen a huge, renewed focus on the health care delivery system and are experiencing rapid changes, some for the better, many for the worse, that same kind of attention has not been brought to bear on the issues of public health. Attention to public health, however, must go hand in hand with the health care delivery system if we are to ensure the health of the nation in the future.
RICHARD J. DAVIDSON
To place the current discussion in some perspective, it is well to remember that a day in the hospital cost $19 in 1965, when this nation enacted major legislation to insure seniors and the medically indigent. I was just entering this field then.
I was convinced that we had just made a major leap forward, and that universal coverage and access for all Americans would obtain by at least 1972. I was proud to go to a podium and announce my forecasts; you can see how effective I've been.
The goal that we are working to achieve is a life's work. Whether universal coverage happens in my lifetime of work or not, I think all of us must maintain our commitment and obligation to pursue it. America is still the richest nation in the history of the world. Where and how we spend our money reflects our goals and our values; perhaps things have to get worse before they can get better.
We have contributed to the problem: doctors and hospitals have perpetuated a myth in America that all Americans do have access; in the debates over health care reform, several members of Congress told me that all Americans have access.
Look at hospital emergency rooms: more than 90 million plus Americans will present to hospital ERs this year, and half of them do not need to be there. Yet, the hospitals are their safety net. A major barrier to moving ahead on universal coverage and access is money.
I suggest, however, that the most important barrier to dealing with the problem is leadership. No one owns the problem. Until we as a society get a sense that we own the problem, and until we explode these myths, whatever improvements we achieve will be incremental.
When most people think about coverage and access, they think about doctors and hospitals. The vision of the American Hospital Association is different. Our vision is a nation of healthy communities, where all individuals reach their highest potential for health. That vision does not speak of hospitals or doctors.
In our view, all of us need to change our emphasis and begin to focus on improving health in our communities. In our view, we as a society must find
ways to know what the problems of health are and what strategies we should employ to deal with these issues. Whether our society deals with these issues in the context of universal coverage is another question. In any case, the nation must move ahead, given the environment that we have now, and reorder our priorities to come together to find ways to improve the personal health of the citizens in each of our communities. I suggest that this can be accomplished by means of a trickle up--not trickle down--process. are too busy scrambling around making a living to vote, and no politician will touch the benefits of the elderly. Secretary Shalala talked about universal pediatric care or access for the children, but in reality, the money is going to people who no longer participate in the workforce. They did put in and earn something, and they are owed something, but the balance has been lost.
DR. TIMOTHY JOHNSON
I hear you saying that the problem is insolvable. We have a growing older population and explosion of high-cost technology and not enough money in the system to pay for everything that modern science can devise for everyone at every age. Is that a fair summary?
WILLIAM BRENNER
I don't think it's insolvable. I think the people that can pay for it should start paying for it, and the others should get some subsidy. They should realize, however, that universal health care already exists to a certain degree, but that everyone is not going to be able to get everything.
RICHARD DAVIDSON
I challenge the assumption that there is not enough money to do what needs to get done. Many people think that there probably is enough money in the system, but there's no way to rationalize its distribution. We may be spending it in the wrong places in terms of how we invest it. For example, we have gotten the well people out of hospitals, now we're down to the sick people; it was not so many years ago that hospitals were filled with people who were not necessarily very 
DR. TIMOTHY JOHNSON
In response to that suggestion, I have heard that maybe we could, in fact, rationalize the system for 30, 40, or 50 years, but then we would be back at the same problem. We have squeezed out the savings, so to speak, and now we have a continuing growing population, older population, and more high-cost technology. Sooner or later, we will have the same problem again.
ANTHONY WATSON
I would like to return to my thesis: that the problem is cultural. I think that everyone would agree, in principle, that we ought to take health care money and target it for the young, for people who have a chance in life; we ought to give them good nutrition and better health care to give them a start. Nobody disagrees with that, except when it comes to loved ones, and families, and 80-year-old mothers, like mine. If she wants an artificial hip, she gets one. This nation is not going to have a policy that says that she can't. European nations can do that. I do not understand how they can do it, but they do. They do tell people with breast cancer, we will treat you in 8 months. They do tell people who need cardiac catheterizations the waiting list is 2 years. If you want to see a true revolution in America, try to deny the population those kind of services.
The war babies, who now and the next few years are going to be in the golden years, are voters. We will be the oldest population that America has ever had.
It's going to be a vast political power. Let's see if we vote to give the money to the young, and let's see the politicians disobey that. That is why I say we have a real cultural problem that we have to address if we are to have national policies. covered, but with all the day-by-day aspects of the system that make me scratch my head, I don't understand how we're going to get to a bright future when today is pretty dark, indeed.
DR, MARGARET HAMBURG
With respect to the issue of publicly supported institutions, the question is broader than just Mayor Giuliani's budget for Lincoln Hospital. It is a serious concern, one of the critical issues that has been ignored in the focus on moving towards managed Medicaid. The issues are, What is the future of the safety net?
How do some of the changes now going on undermine the fabric of the safety net and our ability to ensure that, whatever the vicissitudes of the market, whatever the ongoing changes in the health care environment, there will be some kind of a system to support care for the poor and the uninsured? That is a distressing situation. In New York City, we need to have a more coherent plan for the future of the safety net. The public hospital system here is a large one.
It clearly needs to be remodeled, but I do not think that the approach to date has been adequate in terms of looking at the Health and Hospitals Corporation as an entity and its individual components and then analyzing how it fits within the broader context of the hospital systems and the other systems of care. The publicly supported hospitals and clinics are suffering in many ways in terms of the uncompensated care issue. We know that they are a vital contributor.
As the competition for Medicaid patients is enhanced with Medicaid managed care, suddenly institutions that never wanted to take care of Medicaid patients are competing for them and pulling them away. The ability to cross-subsidize using Medicaid dollars to pay for uncompensated care is, therefore, being undermined. Medicaid's fee for service in the more traditional form--as it still exists--is being cut down, so Medicaid dollars are being lost.
Public hospitals face an additional problem in terms of competing in the current health care environment. Although the Health and Hospitals Corporation is a public benefit corporation, it and other publicly supported entities still must operate within certain bureaucracies; this gives them less flexibility, and so it makes it more difficult for them to compete, makes them less viable over the long term. Also, the fact that there is a government structure that reflects shortterm political needs undermines the ability for long-term planning, investment, and leadership, further complicating the situation. And, of course, the support from all levels of government--local, state, and federal--is declining.
The situation is difficult. We must focus on ensuring a coherent safety net.
Historically, the safety net has been a patchwork; a set of institutions and providers has constituted a framework for the provision of care, as providers of last resort. I think that that system is truly in jeopardy today.
DR. TIMOTHY JOHNSON
How much was cut? Did you say $122 million?
DR. RODEOSE
That's the proposed cut. They've already cut quite a bit in the past budget.
DR. MARGARET HAMBURG
In the mid-1980s, I think, 30% of the HHC budget came from the city. Now, it's less than 3%, and I understand that there are further cuts in the mayor's executive budget. At the American Hospital Association, we have developed an integral partnership with the Picker Institute, focusing on different ways to look at quality and how patients perceive their care. Historically, hospitals have done patientsatisfaction studies, checking to see if the lights were nice, the floor was clean, the food was good, and so on. They were asking the wrong questions. All those things should be good, but the critical question is, Did your physician and your nurse involve you in making decisions about your care? We are trying to move to a new system that ultimately will feature informed decision making, shared partnerships between physicians and patients. It seems to me that our future lies in forming such a partnership.
Hospitals and their staff somehow tend to treat patients as though they are not important enough to be a part of the decision making. Our agenda is to get patients involved. It is an important priority for us, and we are promoting this all across the country. We have had the courage to hold up the results in public and
issue press releases about the public's dissatisfaction with America's hospitals. A CEO [chief executive officer] of a hospital called me up to say, "I'm paying dues to you to have you tell the public that the public's not happy with me? I don't think I ought to." I said, "If we can't get out in front of these issues and be mature enough in this environment to admit that we're not perfect, how will we ever get anywhere?"
From the association's perspective, we have a strong commitment to pursuing quality initiatives. All American hospitals ought to be held accountable, but it starts at the governance level. It follows that the people who govern these institutions must be equipped to oversee what goes on in them.
ANTHONY WATSON
Regarding the question of getting health care workers to stay in needed places, I was trying to develop the cultural theme. One of the problems in working with the emergency room at Lincoln Hospital or King's County Hospital is that on any given night people wait 6 to 8 hours to see doctors and get treated when they really don't need to be there. People on Medicaid are not educated to go out and seek a primary care physician. The emergency room has become a cultural habit. I don't think most people understand that it costs $300 for a visit to a hospital emergency room. In HIP, we put in what we call Urgent Care
Centers throughout New York City, and our members can go there, and we can give the same care for $100. That goes back to the question of how we are misspending the money. There is more than enough in the system if we could redirect it to provide universal care. People must be educated to do that, and that's the difficult part.
DR. RODEOSE
In 1994, the Medicaid Access Study Group showed that in the South Bronx there were 21,000 people for every 1 primary care provider. It's not that the people aren't educated to look for the primary care, it just isn't there. I don't know if it's grown to the proportions that it can handle our 160,000 patient visits a year.
ANTHONY WATSON
When primary care doctors graduate from medical school, they won't go in those areas and just receive Medicaid reimbursement. They won't do it.
QUESTION
I want to ask about telemedicine. I was looking at a demonstration project that the federal government wanted to do, a project wherein an urban or a rural area constituted a hub, and then the spokes would be health centers, partnerships.
It was an integrated approach. Would that be something that you would approve of?
RICHARD DAVl DSON
We are seeing these developments all across the country, in terms of new information technology as well as telemedicine, where we ultimately will have an opportunity to provide diagnoses some distance away over lines, to give high-tech care to people in remote areas and ultimately move them to tertiary care centers. 
WATSON
I do not think that things are worse. The problem, in my opinion, is that our health care system is changing. The Clinton health care bill did not pass; at the time, it seemed a foregone conclusion that it would pass. When it didn't, it set off a restructuring of health care in this country. The problem is, it is being restructured without direction, guidelines, or articulated goals. About a thousand different experiments are going on. In New York City, hospitals are forming networks and forming IPAs [independent practice associations], and insurance companies are going in this direction and providing alternative care. There is a lot of opportunity in health care. It would be better if we could articulate some state goals, national goals, and have directions to move in.
RICHARD DAVIDSON
In terms of the number of uninsured, things are worse. Those numbers are growing: by the end of the decade, there probably will be 45 million Americans without health insurance, compared to 40 million today. It was 37 million during the health care reform debates in 1993 and 1994.
If we view the issue in a different way, that is, if we look at what is going on in communities across the country, where realignment is occurring in the way health services are delivered and people are beginning to focus on improving health status, good things are going on around the country. For example, last year we surveyed our membership and tried to find out how many were conducting community health assessments. I suggest to you that 8 years ago the number might have been 4% or 5%. In last year's survey, the response was that 70% of America's hospitals are now doing community health assessments. Hospitals are also taking care out into the communities; they are developing partnerships with school systems and with public health agencies. Restructuring is occurring in the way that people are working in their communities. In that respect, things
are moving in the right direction, at least in terms of improved access, if not coverage.
It seems to me that we should celebrate these developments and be certain that people know that community-based initiatives are available. There are collaborative initiatives in about 25 Blue Cross plans wherein providers provide coverage to children who have no health insurance. I could recite a long list of such developments that are going on around the country.
In January 1997, the American Hospital Association took on the challenge to try to reverse the trend in the number of uninsured people. We feel very strongly about it. We made a commitment that, through our membership across the country and in local partnerships, we would reduce the trend: our goal is to reduce the number of uninsured people by 4 million by the end of 1998.
The changes that are coming are going to be made by means of voluntary, community-based collaborative arrangements, new kinds of resource pooling, creating insurance pools, some changes in TERRA [Tax Equity and Fiscal Responsibility Act of 1982], and some states taking some new initiatives. We are convinced that beneficial changes can happen if people are committed to them, which takes me back to my earlier point: until someone has a sense of ownership of this issue and is willing to exercise leadership, we won't move anywhere. We must galvanize ourselves to accomplish these changes. We think that America's hospitals are important leaders in every community in which they are located and so ought to take charge and bring others together.
DR. MARGARET HAMBURG
The answer to the question of whether "it is better or worse" depends on what "it" is. Many health status indicators in New York City have improved quite dramatically in recent years, but, on the other hand, I am convinced that the infrastructure to support the health of the public has deteriorated significantly.
Two trends concern me most at the present time. One of them is the great faith that many have that the marketplace will be able to exclusively determine the future of the health care system. Many factors distort the role of the marketplace when it comes to health, so an allegiance to the marketplace as the sole determining factor is dangerous. I also think that the current antigovernment climate and the decline in many ways of publicly supported activities, including health-related activities, is dangerous. There is an appropriate role for government in health in terms of public health and in terms of public support for such important issues as indigent care. We need to galvanize the understanding of the public and the policy makers about the need for a coherent, integrated health care system that includes both public health and health care delivery and includes recognition of the roles of the marketplace and government.
The other trend is inappropriate competition. We, as a profession at large--not 
DR, MARGARET HAMBURG
I should first confess that I grew up in an academic environment, and both my parents worked in academic health centers, so I have a certain bias. I do think that academic health centers are very special institutions, but they need to respond to a changing environment. I think that the tripartite mission of research, teaching, and care has been a critical one and will continue to be so. Academic health centers also provide a great deal of indigent care, which is often unappreciated in discussions such as these.
Shifts in funding streams and orientation clearly make it necessary for academic health centers to take a new look at themselves and do some so-called reinvention. Probably, the shape of the academic health center will change: there will be more relationships with industry, with respect to research; there will be 84 JOHNSON ET AL.
more emphasis on nontraditional settings for doing training; there will be some significant shifts in issues concerning provision of care. I think that it is going to be a very difficult time.
I don't envy people that sit at the helm of academic health centers now because I think that it must feel as though everything is changing underneath you, and you don't quite know when you're going to be able to step out onto shore again.
Clearly, however, what has made American medicine great has had something to do with academic health centers; I would hate to see them go under as we look to the future. 
ANTHONY WATSON
I am a third-party payer, so you are represented. One of the problems is, we look for a particular sector to solve our problems, and it cannot be done. Your question is very broad. It is unfair to refer to surgery as "drive-through," for example, even though recent advances in medical technology show that it is important to do the surgery and get the patient out of the hospital and back home, where they heal so much better and so much faster. It is not just a question of money. Hospitals are dangerous places to be in; you want to spend as little time there as you can.
We do not have a national health policy; we do not have a New York State health care policy; we do not have a New York City health care policy. It is a free fall now. We are almost like the Chinese revolution: let a thousand flowers bloom, and maybe one of them will continue to grow. That, I submit to you, is dangerous.
